1)) than those with lower scores (mean 37-8, (22'5); Mann-Whitney U test Z=2-22, p<O05). Self assessed ability was not related to objectively assessed basic life support skills.
X2 5-91, p<O05; Mann-Whitney U test: Z=2-34); in fact, however, they were no more competent. Nurses who had attended more arrests were more confident about performing basic life support (Kruskal-Wallis one way analysis ofvariance: X2 15-55, p<0005), although again they were no more competent. There was no relation between the post held and the number of arrests attended.
Comment
Our results show that the basic life support skills of nurses trained in the United Kingdom are as poor as those reported for nurses in the United States23 and for preregistration and postregistration doctors.45 Self assessed ability was unrelated to objectively assessed performance. Experience of attending cardiac arrests and seniority were associated with increased confidence but were not matched by an increase in skills. As nurses cannot accurately assess their own skills at basic life support, this study highlights the fact that compulsory retraining programmes are necessary, as those with poor skills will not necessarily seek further training. 
Fibreoptic bronchoscopy and the use of antibiotic prophylaxis
McShane and Hone recently suggested that nasal intubation for anaesthesia causes bacteraemia and should be covered by antibiotics in patients at risk of endocarditis. I Fibreoptic bronchoscopy, however, which is usually carried out by introducing the bronchoscope through the nose, does not apparently lead to bacteraemia.23 This discrepancy may be the result of differences in the time at which the various authors looked for bacteraemia; in the case of fibreoptic bronchoscopy the available evidence relates to the period after bronchoscopy rather than during bronchoscopy. We have looked for bacteraemia immediately after the start of fibreoptic bronchoscopy and during the procedure, a period which corresponds more closely to that chosen by McShane and Hone.
Patients, methods, and results
We studied 73 patients with respiratory disease undergoing bronchoscopy. Seven of the patients had recently taken antibiotics (ampicillin or amoxycillin in four cases, erythromycin in three), but the remainder had not taken antibiotics for at least one week. The bronchoscope (Olympus BF10) was passed through the nose after the nasopharynx had been sprayed with lignocaine (4%). Blood samples were taken immediately before and one to 10 minutes after the start of bronchoscopy. This period was chosen to cover bacteraemia which might occur on introducing the bronchoscope and also any subsequent bacteraemia caused by manipulating the instrument during the procedure. After preparation of the venepuncture site with 700/o isopropyl alcohol 20 ml of blood was taken and divided between aerobic and anaerobic blood culture bottles (London Analytical and Biological Media Ltd). The bottles were incubated for 72 hours before being subcultured. A second and final subculture was performed at nine days.
Transbronchial biopsy samples were not taken during any ofthe bronchoscopies.
One to two minutes after the start of bronchoscopy one of 22 patients had a positive culture. With increasing intervals, up to 10 minutes, only one further positive result was obtained from 51 patients. Four blood cultures taken before bronchoscopy were also positive (table). Of 292 blood culture bottles inoculated, eight gave positive results (2 7%); all isolates were organisms commonly found on the skin (coagulase negative staphylococcus, Corynebacterium sp) or in the environment (Bacillus sp). There was no significant difference between the number of positive cultures obtained before and after the start of bronchoscopy (p>0.5, X2 analysis with Yates's correction for small numbers). *AII isolates were obtained from the first subculture unless otherwise indicated.
Details of isolates

Comment
The nasal passages are usually colonised with coagulase negative staphylococci and Corynebacterium spp, organisms which are also common contaminants of blood cultures. Other organisms likely to be found in the nasal flora include Staphylococcus aureus, Neisseria spp, and Haemophilus spp, none ofwhich are common causes ofbacterial endocarditis. In the study of McShane and Hone half of the organisms isolated were Staph epidermidis (a coagulase negative staphylococcus), but they did not consider the possibility that any of these were contaminants.' Of the other isolates, most were organisms which rarely cause endocarditis: H influenzae, Corynebacterium hofmannii, and Streptococcus pyogenes. McShane and Hone isolated an a haemolytic streptococcus from only two patients; in both cases this was Str sanguis, a common cause of bacterial endocarditis. Their failure to take control blood cultures before nasal intubation means that these isolates may have represented pre-existing bacteraemia in patients with poor oral hygiene.
We did not find any difference between the number of positive cultures obtained before bronchoscopy and the number obtained during the procedure. The number and nature of isolates were entirely consistent with our usual experience of contaminated blood cultures. Whether or not the risk of bacteraemia is likely to be appreciably increased by taking transbronchial biopsy samples remains to be determined.
Our results support the view that antibiotic prophylaxis is not warranted in patients at risk ofendocarditis when undergoing fibreoptic bronchoscopy. Furthermore, we believe that there is insufficient evidence to justify the use of such prophylaxis in patients undergoing nasal intubation.
